
largest life insurance companies has made all the
necessary preparations to carry on a special study of
the life insurance returns for two forms of cancer
which are readily diagnosed, namely, cancer of the
buccal cavity and cancer of the breast. Special forms
have been drawn up for this purpose, covering the
following points :

INQUIRY BLANK FOR THE STUDY OF CANCER OF THE
BREAST (OR OF THE BUCCAL CAVITY)

Name of patient; address; department; claim number.
Personal and social facts about deceased: color; sex; nearest age at

death; place of birth; birthplace of deceased's mother (if readily ascer-

tainable). Was deceased single, married, widowed or divorced?
Occupation: general nature of industry or business; trade or par¬

ticular kind of work.
Family history of deceased: Have other members of deceased's

immediate family died from cancer of the breast (or buccal cancer) ?
Have other members of deceased's immediate family died from other
forms of cancer? Have other members of deceased's immediate family
had and survived any form of cancer? If so, state relationship; also
give type of cancer.

History of breast lesions: Any history of blow, wound, irritation or
other injury to breast? Please specify. Type of mammary gland
(large, small, adipose?). Lactation: first and last date of lactation if
possible. Any difficulty with lactation? Any history of mastitis?
Habits: Was deceased a vegetarian? A heavy meat eater?

History of buccal lesions: Any history of irritation from teeth? Any
history of other irritation or injury to buccal cavity? Any history of
syphilis? Leukoplakia? Habits: Did deceased use alcoholic beverages?
Abstainer? Moderate user? Excessive user? Did deceased use tobacco?
Pipe? Cigar? Cigaret? Chew? Was deceased a vegetarian? A heavy
meat eater?

Cancer history: Date when first symptoms were observed. Type of
tumor when first observed. Location of initial tumor. Metastasis to —.

Type of tumor at time of death. Location of tumor at time of death.
Cancer treatment: Give approximate dates, kind of treatment and

results: (a) medical treatment; (b) surgical treatment; (c) other treat¬
ment (Roentgen-ray, radium or other).

Other diseases or conditions intercurrent with cancer.
Pathologic report: Gross appearance of tumor (if of the breast, was

the skin or muscle, or both involved?). Microscopic report (if of the
breast, give details of structure of growth).

Necropsy report: Please give findings.
Any other information of value.
Date, and signature of physician.
The plan is to send one of these blanks to each of

the physicians who sign the death certificates on the
claim papers returned to the life insurance companies,
and to ask for more information with reference to the
case. By these means the companies hope to obtain
all the important facts with reference to the history of
the deceased and of his or her family. The history of
the lesion is gone into fully, to determine whether
there has been any blow, wound or irritation ; the can¬
cer history is listed, as well as the nature of the treat¬
ment. Record of necropsy or of pathologist's report is
called for. We hope to receive this information in a

large proportion of cases, and at the end of a requisite
period the entire material will be analyzed as a unit
and a report will be issued. Thus we trust that we
shall be able to add materially to the amount of exact
knowledge with reference to cancer.

The insurance companies, as well as the American
Society for the Control of Cancer, hope and trust that
these forms will receive the careful attention of
specialists and general practitioners, and the enthusi¬
astic cooperation of the medical profession is confi¬
dently counted on as one of the essential instruments
in this investigation.

The Child a Barometer of Its Health.—Just as hot house
plants are exceedingly sensitive to their surroundings and
only thrive when placed in the most favorable surroundings
as regards light, warmth and soil, and quickly show by
drooping, the slightest departure from favorable conditions,
so do infants respond favorably or unfavorably to feeding,
housing and general environment, according as these are

good or bad.—Ashby.

HEMOGLOBINURIC FEVER
TREATED BY INFUSIONS CONTAINING QUININ

WILLIAM O. OTT, M.D.
NEW ORLEANS

A white man, aged 35, telegraph operator, was admitted
to the medical service of Dr. J. M. Elliott in the Charity
Hospital, Dec. 13, 1915, with hemoglobinuric fever. The
patient had lived in a malarial district for the past six
months; since September, 1915, at Angola, La., and before
that time, near Jackson, Miss. Both places are in malarial
districts. The patient had several attacks of malaria the
preceding August while living near Jackson, and had had
chills with fever every ten or fifteen days since moving to
Angola. For the past two months the patient had been
somewhat jaundiced and very much run down. He had
taken quinin irregularly since summer, and large amounts
of it at times.

The present illness began Sunday, Dec. 12, 1915. The
patient was feeling bad when he returned from work Sun-
day morning (night operator), and he took several capsules
of quinin at about 8 a. m. He was up most of that day,
but felt feverish in the afternoon. At about 4 p. m. he had
a severe chill with high fever. He began to vomit and
pass bloody urine shortly after the chill. He was very rest¬
less that night, with frequent vomiting and a distressing
hiccup. The fever remained high all that night, and he had
another severe chill in the early part of the night. Mon¬
day morning it was noticed that he had become deeply
jaundiced. The temperature was 104 at this time, and he
continued to pass almost black urine in small amounts. The
vomiting, hiccup and high temperature, with the extreme
restlessness, continued all that day. At 7.30 p. m. he was
admitted to the Charity Hospital with a temperature of 103.
He was evidently a very sick man. He was restless and
vomited a yellowish fluid at short intervals. The urine was
dark red, almost coffee colored, and was passed in small
amounts. He complained of tenderness and pain in the epi¬
gastric region from the prolonged vomiting. The patient
was well developed and well nourished and deeply jaundiced,
with the sclera lemon yellow. The mucous membranes were

pale. The spleen was soft, tender to pressure, and reached
3 inches below the costal margin. The liver was not palpable.
There was tenderness over the entire upper abdomen. Other¬
wise, the physical examination was negative.

At 9:30 and 11:30 p. m., 10 grains of quinin sulphate were

given by mouth. This was not retained and it was discon¬
tinued. An opiate was given at 12:30 a. m. for the extreme
restlessness. The patient vomited several times during the
remainder of the night, but slept at intervals. In the fore¬
noon of December 14, the condition became much worse.

Vomiting was almost continuous and the restlessness
extreme. There was no absorption from proctoclysis. A
small amount of almost black urine was passed during the
forenoon. The prostration of the patient increased, and
death seemed imminent. It was decided to give quinin, and
at 11:30 10 grains of quinin dihydrochlorid in 300 c.c. of
saline solution were given intravenously. The condition of
the patient seemed better shortly after the infusion. In the
afternoon the restlessness and vomiting decreased, and the
patient was much more comfortable, and was voiding more

freely. The saline infusion containing 10 grains of quinin
dihydrochlorid was repeated at 4:30 and 10:30 p. m. By
6 p. m. the temperature had dropped to 99, and the appear¬
ance of the patient was greatly improved. The night of
December 14 was passed fairly comfortably, although no

liquids were retained and an opiate was required for restless¬
ness. December 15, the quinin infusion was given at 11 te. m.
and 4 p. m. The patient was much improved, and there was

absorption from proctoclysis on this date. Liquids were not
retained by mouth. The jaundice was not so intense. There
was free secretion of urine, and it was of a light wine color.
At 2 p. m., December 16, one quinin infusion was given. The
patient retained liquids. Urine secretion was free and
lighter in color. December 17, the urine was entirely clear,
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the jaundice had almost disappeared, and the spleen reached
V/z inches below the costal margin, and was firm. Quinin
sulphate, 10 grains, three times a day, was taken by mouth
on this date and retained. This was repeated daily until
the patient was discharged.

The urine and blood findings are those characteristic of
hemoglobinuric fever. The first urine on admittance was
dark red, almost black, and contained albumin, hyaline and
granular casts, no red blood cells, but hemoglobin, and a
large amount of a dirty, brownish granular detritus. By
December 18 the urine was clear of albumin, casts and
hemoglobin. No plasmodia were found in the blood on
admittance, or subsequently. December 21, the blood examina¬
tion showed: total whites, 6,050 ; total reds, 2,800,000 ; lympho¬
cytes, 47 per cent. ; large mononuclears, 1 per cent. ;
transitionals, 4 per cent. ; neutrophilic leukocytes, 46 per cent. ;
myelocytes, 2 per cent., and hemoglobin, 55 per cent.

In answer to a letter two months after discharge, the
patient stated that his improvement was uninterrupted after
his return home, and that he felt better now than at any
time in the last five years. He had been free from attacks
of malaria, and had gained weight rapidly.

COMMENT
The question as to whether the marked improvement

after the infusion was due simply to supplying fluids
to the body, or to the quinin contained in it, presents
itself. Recently, Bruce-Porter1 observed marked
improvement with repeated saline infusions containing
no quinin. Burkett2 used Roger's hypertonic solu¬
tion, and he believes that the improvement noted
in a case so treated was due to overcoming acidosis.
In our case, the rapid fall
in temperature with only a

slight subsequent rise, and
the rapid amelioration of
the vomiting, singultus
and abdominal distress
after the infusion, makes
one feel that the improve¬
ment which followed was

dependent, to some extent at least, on the quinin. Cer¬
tainly no ill effects resulted from its administration.
On the contrary, there was a rapid drop in temperature
after the intravenous quinin, and a great improvementin the patient's condition. The improvement continued
uninterruptedly until he was discharged from the hos¬
pital.

The treatment of hemoglobinuric fever with large
doses of quinin is not the generally accepted one at
present. The physicians of the Isthmian Canal Com¬
mission, notably Brem,3 and Deeks and James,4 advise
against its use during an attack of hemoglobinuria.
The latter authors, however, recommend its cautious
use if parasites are present. Stephens5 advises with¬
holding quinin during the attacks of hemoglobinuria,
unless parasites are present in such numbers that the
symptoms can in part be attributed to them.

The exact cause of hemoglobinuric fever is
unknown, and for this reason the rationality of any
treatment of this condition must still remain in doubt
in spite of the large advance that has recently been
made in the study of this disease. The association
of blackwater fever with malaria has long been known,

1. Bruce-Porter: Intravenous Injections in Blackwater Fever, Prac-
titioner, London, 1914, xcii, 261.

2. Burkett, R. W. P.: Blackwater Fever, Lancet, London, Nov. 20,
1915, p. 1138.

3. Brem, Walter: Studies of Malaria in Panama, II, Treatment of
Blackwater Fever, Pernicious Malaria with Hemoglobinuria and Ery-
throlytic Hemoglobinuria, Arch. Int. Med., February, 1911, vii, p. 153.

4. Deeks, W. E., and James, W. M.: A Report on HemoglobinuricFever in the Canal Zone; A Study of Its Etiology and Treatment, 1911,Mount Hope, C. Z., p. 177.
5. Stephens, J. W. W.: Modern Medicine, Osler and McCrae, ii, 115.

and strong evidence is at hand pointing to its malarial
origin. Stephens,6 in collecting reports of a series of
cases, gives the percentage of positive blood examina¬
tions the day before onset, the day of the onset and
the day after the onset of blackwater, as 73, 47.5 and
23, respectively. This confirms the observation first
made by Panse,7 that the parasites disappear from the
peripheral circulation with the outset of hemoglobi-
nuria. Ross, Thompson and Simpson,8 in explaining
Panse's law, suggest that in blackwater fever the old
worn out red cells are hemolyzed, and new ones con¬

taining no plasmodia rapidly take their place. The
asexual plasmodia, being unable to live free in the
plasma, are destroyed. In this way, a large percentage
of the asexual parasites are destroyed. This explains
why many patients are relieved of their malaria for
months by an attack of hemoglobinuric fever. It is
believed by some that hemoglobinuric fever is a self-
limited disease, and that the hemolysis, with its con¬

sequent hemoglobinuria, is an expression of nature to
rid the body of the infection. The severe symptoms
present are thought to be the result, in part at least,
of setting free this large amount of hemoglobin in the
plasma. This belief is supported by observations of
Barrati and Yorke9 and of Yorke and Nauss,10 who
produced severe symptoms, anuria, and even death in
animals, by injecting a hemoglobin solution.

Without entering into a discussion of the cause of
the very remarkable hemolysis that takes place in this

condition, for the whole
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subject is still in obscu¬
rity, certain facts that
bear on the treatment
stand out. In the first
place the sequence of the
administration of quinin,
and the onset of hemo-
globinuria several hours

afterward, is a well established fact. On the other
hand, there are many cases on record in which quinin
as a causative factor in initiating the onset can be
eliminated. Quinin is also thought to increase the
hemolysis, and consequently the severity of the symp¬toms in some cases, when given during an attack.
Barrati and Yorke,9 who conducted experiments to
determine the hemolytic action of quinin, conclude that
quinin has no more hemolytic action on the red cells
of hemoglobinuric fever patients than on those of nor¬
mal persons. They also conclude that it does not act
directly in the circulation, for to do this would require
a fatal dose. Ross, Thompson and Simpson8 observed
a case in which the fall in hemoglobin began forty-eight hours before the onset of hemoglobinuria and
twenty-four hours before the paroxysms of chill and
fever. The presence of malarial plasmodia is a fairly
constant finding at the beginning of the attack, the
blood being positive in 73 per cent, of the cases the daybefore the onset of the blackwater. If the fall in
hemoglobin content of the blood occurs forty-eighthours before the onset of symptoms, as it did in the
case cited above, plasmodia are present in something

6. Stephens, J. W. W.: Blackwater Fever, Proc. XVII Internat.Cong. Med., London, 1913, Section XXI, Tropical Medicine andHygiene, Part II, p. 217.
7. Panse, O.: Schwarzwasserfieber, Ztschr. Hyg. Inf., 1902, xii, 1.8. Ross, R.; Thompson, D., and Simpson, G. C. E.: Ann. Trop.Med. and Parasitol., 1910, iv, 307.
9. Barratt and Yorke: An Investigation into the Mechanism of Pro-duction of Blackwater, Ann. Trop. Med. and Parasitol., 1909, iii, 1.10. Yorke, M., and Nauss, R. W.: The Mechanism of the Produc-tion of Suppression of Urine in Blackwater Fever, Ann. Trop. Med. andParasitol., 1911, v, 287.
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over 73 per cent, of the cases at the onset of the
hemolysis. This is certainly presumptive evidence, at
least, of the malarial plasmodia as a causative factor,
and would seem to justify the use of quinin. The
question of the possibility of doing harm to the patient
with this drug must, of course, be borne in mind.

Quinin is best given in an infusion, since it is not
retained by mouth. Besides this, the infusion is not
an unimportant part of the treatment, for the demand
for fluids is urgent. Yorke and Nauss10 observed that
anuria and death were less likely to supervene in rab¬
bits injected with a hemoglobin solution if the rabbit
had been previously supplied with fluids, than if it
had been deprived of fluids. Hemoglobinuric fever
patients usually vomit all fluids, and proctoclysis will
often not be absorbed. From 300 to 500 c.c. of saline
solution in which not more than from 5 to 10 grains of
quinin dihydrochlorid have been dissolved may be
given and repeated every six to eight hours so that the
patient gets from 15 to 30 grains of quinin in twenty-
four hours.

Don'ts to Be Observed in the Management of Hypertensive
Cardiovascular Disease.—1. Don't tell the patient with mod¬
erate hypertension, few symptoms and whose kidneys are

functioning well to stop eating meat, or go on a milk diet.
2. Don't tell him to immediately give up his business ; try

to readjust his life so that unnecessary cardiovascular strain
is reduced to a minimum.

3. Don't tell him his kidneys are "all right," just because his
urine exhibits neither albumin nor casts.

4. Don't miss the significance of nocturnal polyuria and a

persistently low gravity.
5. Don't give nitroglycerin tablets to your patient the

moment you discover that he has hypertension. Perhaps he
requires a high pressure to get the blood through his small
inelastic vessels.

6. Don't be satisfied with the systolic pressure—the diastolic
is often of more significance.

7. Don't attribute the insomnia, nervousness and headaches
in the middle aged woman to "the change"—take her blood
pressure and examine her eye grounds.

8. Don't make a diagnosis of neurasthenia till after a blood
pressure estimation and a Wassermann test. It may save

subsequent embarrassment and even be of advantage to the
patient.

9. Don't think you are doing your whole duty to your preg¬
nant patient when you have examined her urine. She may have
hypertension but no albumin today and eclampsia next week.

10. Don't consider hypertension solely a condition of middle
life ; it is occasionally present in childhood.

11. Don't forget the old man's enlarged prostate. It may
be the cause of the nephritic syndrome.

12. Don't hesitate to give digitalis when symptoms of car¬

diac failure are evident. It .will not raise the blood pressure.
13. Don't wait until the patient is water logged and the

heart dilated before suspecting a failing myocardium.
14. Don't deny your sleepless gasping patient, whose course

is nearly run, the relief that only morphin will give.
15. Don't make a prognosis solely on the blood pressure or

phenolsulphonephthalein test. Each tells but part of the story.
16. Don't overlook the fact that cardiovascular disease is

to a certain degree a familial condition sometimes present in
several generations ; nor neglect to explain the importance of a

yearly blood pressure estimation of all members of the family.
17. Don't exclude syphilis, especially a parental infection,

as the cause of the hypertension solely because the Wasser¬
mann is negative. Study the family history; examine the
brothers and sisters, and your patient's children for signs of
hereditary syphilis.

18. Don't fancy that the management of hypertension con-

f-ists in watching a column of mercury or that success is
treasured in millimeters.—Henry Farnum Stoll, M.D., Hart¬
ford, Conn.

New Instruments and Suggestions
A PORTABLE SHELLACKING DEVICE FOR

KYMOGRAPH RECORDS*
R. G. Hoskins, Ph.D., Chicago

A shellacking device should have the following characteris-
tics: It should be compact, should contain a fairly large
quantity of the fluid adequately protected from evaporation,
and should be as nearly as possible automatic in action. The
use of rubber tubing should be avoided. With these require-
ments in mind, the apparatus herein described has been
devised. Several months' use has proved its practicability.

It consists essentially of a cylindric reservoir, A, with an

outflow, B, leading to an open trough, C, in which the records
are dipped. The height of the fluid in the trough is deter-
mined by the position of the mouth, D, of the vent tube, E.
The reservoir is mounted eccentrically in a wooden support-
ing frame, F F, by the pinions, G G. The purpose of this
mounting is to make the apparatus stable either in the hori-
zontal position, as shown, or with the trough elevated. When
so elevated by rotation on the pinions, the fluid flows into the
reservoir. The proximal part of the trough is covered by the
lid, H, soldered on to form a receptacle for the fluid, when
the apparatus is first moved into the elevated position. From
this receptacle it drains quickly back into the reservoir while
an equal quantity of air is displaced through the vent, E.
(For wide records the larger dimensions of C should be
used.) The reservoir trough and outlet tube, A,  and C, are
made of galvanized iron. The vent tube is of brass, 1 cm.

Lateral projection of portable shellacking device for kymograph records.

outside diameter. When the apparatus is not to be used for
some time, the opening of the outlet tube is closed by a cork
stopper mounted on a wire handle.

The formula for the fixing fluid used in this laboratory is :

Gum dammar. 300 gm.
Benzol (benzene, C0He).2,000 c.c.

This gives a hard elastic semigloss finish. It is said that a
similar result may be obtained by diluting ordinary "hard
oil finish" with benzene.

A SEPTAL SPLINT t
Clifford B. Walker, M.D., Boston

Cotton or gauze plugs wrapped with Cargile membrane
make a very satisfactory nasal packing as regards hemo-
stasis, easy withdrawal and prevention of adhesions. It is
very uncomfortable for the patient, however, in that it
occludes the breathing space and distends the nose painfully.
Further, it is almost impossible to pack the septum truly
in the midline. A proper septal splint, therefore, would be
desirable.

The vertical' opening of the lower nares is only about
one third of the vertical extent of the septum, yet septal
splints have always been limited to the size of the lower
nares. Experimenting with a variety of expanding splints,
I have found wire unsatisfactory in that it readily embeds
in the soft tissue and allows an edematous or hematomatous
ballooning between wires, making removal difficult unless

* From the Laboratory of Physiology of the Northwestern Univer-
sity Medical School.

\s=d\From the Peter Bent Brigham Hospital.
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